
Referral To: 

Provider: _____________________ 

REFERRING PROVIDER 

I certify that this patient is under my care and requires the listed care above 

• Referring Provider Name: ____________________________________________

• Provider Signature: __________________________________________________  Date: _________________ 

The information contained in this transmission is privileged and confidential. It is intended only for the use of the individual 

or entity named above. If the reader of this message is not the intended recipient, you are hereby notified that any 

dissemination, distribution or copy of this communication is strictly prohibited. If you have received this communication in 

error, please notify us immediately by telephone and return the original message to us at our address above via U.S. Postal 

Service. We will reimburse you for the postage. 

CLINICAL INFORMATION 

• Primary Diagnosis (ICD-10 Code): _______________________________________________________________
Secondary Diagnosis (if applicable): ______________________________________________________________
Referring Reason / Symptoms: ___________________________________________________________________
Date of Injury (if applicable): _______ / _______ / ____________

• EMC Performed  Yes No 

• Relevant Imaging (X-ray / MRI / CT):       None            Attached          Ordered           Performed In-House 

INSURANCE INFORMATION 

• PIP Health Insurance Cash Pay                       Medicare Medicaid 

• Primary Insurance Carrier: _________________________________________________________________

• Policy / ID #: ___________________________________________________________________________

• Group #: _______________________________________________________________________________

• Policy Holder Name: _____________________________________________________________________

• Relationship to Patient: Self                    Spouse Child             Other 

• Secondary Insurance (if applicable): _________________________________________________________

• Policy / ID #: ___________________________________________________________________________
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